Rasaretnam, R., Chanmugam, D., and Sivathasan, C. (1976) . Thorax, 31, [601] [602] [603] [604] . Spontaneous haemothorax in a mild haemophiliac. Spontaneous haemothorax is a very rare presenting manifestation in haemophilia, only four previous cases being recorded in the English literature. The clinical features and management of such a case by intercostal tube drainage in a previously unrecognized haemophiliac are described.
The common manifestations of haemophilia are prolonged and excessive bleeding after minor trauma, spontaneous haemorrhage into the tissues and joints, epistaxis, gastrointestinal haemorrhage, and haematuria. Spontaneous haemothorax is, however, a very rare complication. Freedman, Levine, and Solis-Cohen (1943) , when reporting two cases of spontaneous haemothorax in patients with blood dyscrasias, one of whom was a haemophiliac, found only two other cases in the literature, both of whom had been reported before 1900, but neither suffered from haemophilia. Three further cases have been reported by Pendergrass and Neuhauser (1942) , Kay and Kupfer (1957) , and Barrett and Israels (1965) , all of whom had been diagnosed as haemophiliacs at an earlier stage. The rarity of the condition prompts us to report a case in which the diagnosis of haemophilia had not already been established. was less dyspnoeic. However, the blood pressure, which had been 130/80 mmHg on admission, dropped to 100/70 mmHg after aspiration. The next day he was again orthopnoeic; tracheal deviation to the right and the signs of a left pleural effusion were still present. He received one pint of bank blood in spite of which his blood pressure was 90/60 mmHg. On 3 November he was still dyspnoeic and was clinically anaemic. A further 625 ml of blood was aspirated in the morning, and, in view of persistent symptoms and the signs of a haemothorax with mediastinal shift, an intercostal tube was inserted in the afternoon and 250 ml of blood was drained slowly. Soon after insertion of the intercostal tube he developed a moderately large haematoma around the tube. Fresh blood, 1000 ml, was transfused. By the following morning a further 800 ml of blood had drained through the intercostal tube. The tube was left in situ for three days during which time another 565 ml of blood drained. On 6 November, although he was symptomatically improved, tracheal deviation persisted and the signs in the left chest were only slightly less than three days previously. A chest radiograph at this time (Fig. 2) showed a residual left haemothorax with mediastinal shift, but in view of the diagnosis of haemophilia, which had now been established, and the dangers of further aspiration, it was decided to treat him conservatively. (Pendergrass and Neuhauser, 1942; Freedman et al., 1943; Kay and Kupfer, 1957; Barrett and Israels, 1965) . There are two main problems in the management of these patients; first, the treatment of haemothorax requires evacuation of blood from the pleural cavity to obtain complete expansion of the lung and to prevent the complications of fibrothorax, and, secondly, the management of haemophilia. In the previously reported cases, the diagnosis of haemophilia was already established. In the present case, which is one of the mild variety, although there was a history of prolonged bleeding after minor trauma since childhood, the diagnosis of haemophilia was not made until this admission. The consequences of surgical procedures on haemophiliacs without cover with antihaemophilic globulin (AHG), cryoprecipitate, fresh frozen plasma or fresh blood are well known, and even when this cover has been provided there may still be continued bleeding, as shown by Kay and Kupfer's patient, who began to bleed from the site of the first pleural aspiration seven days later. One of the previous cases was treated conservatively (Barrett and Israels, 1965) and had a relatively modest haemothorax; the other three were treated by repeated needle aspirations (Pendergrass and Neuhauser, 1942; Freedman et al., 1943; Kay and Kupfer, 1957) . Intercostal tube insertion for drainage was eschewed in these cases because of the liability to further haemorrhage. The tendency of these patients to continue bleeding into the pleural cavity is described in the published case reports, and was also evident in our patient, in whom dyspnoea and mediastinal shift persisted and even recurred despite repeated aspirations, and on account of which intercostal tube drainage was thought to be necessary. Fortunately, he was a mild haemophiliac with an AHG content of 25%. However, even in the mild haemophiliacs, in whom the condition may be occult although not entirely free of bleeding episodes, the disastrous consequences of surgical procedures while the condition remains undiagnosed have been documented (Pappas et al., 1964 (Britton, Harrison, and Abildgaard, 1974) , it seems that the current management of haemothorax should include the early and repeated use of factor VIII concentrate together with some form of drainage. Percutaneous aspiration is the least traumatic of the available procedures, but if it is unsuccessful intercostal tube drainage will be required.
Other intrathoracic complications of haemophilia are as uncommon as haemothorax. Haemomediastinum and haemothorax after emesis (Bart, 1972) and following minor trauma (Jivani and Mann, 1970) , and haemothorax after minor trauma (Barrett and Israels, 1965) , have been reported. Spontaneous haemothorax has to be differentiated from spontaneous haemopneumothorax which is probably due to the tearing of vascular adhesions when a superficial pleural bleb ruptures (Burke and Salzman, 1959; Barrett and Israels, 1965 
